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Reflex sympathetic dystrophy is a painful limb disorder characterised by vasomotor and sudomotor dysfunction, patchy osteoporosis, and, later, contracture formation. The cause is unknown, though it is the occasional accompaniment of soft tissue trauma, bony fractures, cerebrovascular accidents, peripheral nerve injuries, and certain drugs, including barbiturates.1 2 There have, however, been a number of case reports of this syndrome as a nonmetastatic manifestation of underlying carcinoma, [3] [4] [5] [6] suggesting the involvement of a circulating humoral factor(s). We report a case in association with a squamous cell carcinoma of the lung with a marked improvement in the clinical condition after successful surgical removal of this otherwise asymptomatic lesion. When examined four months after the onset of his pain he had evidence of global restriction of right shoulder movements. Elbow movements were full and pain free. There were 20 degrees of flexion and extension of the right wrist with a flexion deformity of metacarpophalangeal, proximal interphalangeal, and distal interphalangeal joints, giving rise to a claw hand. There was patchy cyanotic discoloration of the arm with erythema overlying the small joints of the hand and wasting of the forearm musculature. Reflexes were symmetrical and normal, and sensation was intact bilaterally.
An x ray examination of the right forearm and hand showed patchy osteopenia (Fig. 1) . Thermography showed temperature increase in the right forearm and hand. Dual photon absorptiometry demonstrated a markedly reduced bone mineral density in the right hand (linear mean (right) 0-97 g HA/cm, (left) 1-70 g HA/cm) (Fig. 2) .
Chest x ray demonstrated a 4 cm diameter circumscribed opacity in the left upper lobe with no evidence of mediastinal lymphadenopathy (Fig. 3) 6 in association with malignancy, including carcinoma of bowel, ovary, pancreas, lung, and chronic myelogenous leukaemia. In most of the cases reviewed the syndrome was the presenting feature with the tumour found on subsequent investigations, though often the association was tenuous with prolonged periods between development of the syndrome and presentation of the tumour.5
We have been unable to find any reports where the reflex sympathetic dystrophy syndrome reversed
